Osteogenesis in the maxillary sinus is a lesser known entity in otolaryngology, although it is put to good therapeutic use by maxillofacial surgeons. We present a case of postoperative osseous metaplasia in the maxillary sinus that led to the formation of mature bone with a well-developed haversian system and bone marrow. Such a fi nding has not been previously reported as a complication of endoscopic sinus surgery. This case highlights the importance of keeping in mind the possibility of osteogenesis within the maxillary sinus in patients who experience a recurrence of symptoms following sinus surgery.
A simple method of earlobe lesion excision and repair
A number of medical conditions involve the central sebaceous gland-bearing part of the earlobe. Th ey include small expansile lesions (e.g., keloids) and recurrent sebaceous cysts (fi gure, A). Also, the aging process can produce excess tissue in the earlobes of some elderly persons that can be amenable to cosmetic surgical resection. Several techniques have been described for reconstructing various parts of the earlobe aft er surgical or traumatic tissue loss. [1] [2] [3] [4] [5] We describe a simple technique that is specifi cally useful for the excision of the central sebaceous gland-bearing part of the earlobe and repair of the resultant surgical defect. Th is straightforward repair technique is usually performed to repair simple earlobe cleft s. 6, 7 A full-thickness disc of tissue is removed from the center of the earlobe, leaving a rim of lobe tissue (fi gure, B). Th e diameter of the disc depends on the ex- For additional information, please call and speak with one of our clinical pharmacists at 866-552-7579.
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NasoNeb is a trademark of MedInvent, LLC. tent of the pathology within the lobe. A segment of the rim is excised from the inferior pole (fi gure, C). Th is leaves anterior and posterior fl aps of earlobe inferiorly that can be sutured with a fi ne, nonabsorbable suture, such as 6-0 Prolene. Th e inferior pole of the earlobe is reconstructed with two or three mattress sutures to evert the wound edge, and the entire repair leaves a T-shaped scar (fi gure, D). Th is technique allows for a wide clearance of tissue and ensures an acceptable cosmetic result in a one-stage procedure. One criticism of using this technique to repair earlobe cleft s is that it causes notching of the inferior pole of the lobe. 8 However, we have used this technique frequently to excise sebaceous cysts and excess fi brotic tissue where there is a slight degree of earlobe skin expansion. Th is slight expansion of the skin of the lobe rim, combined with the eversion of the wound edges on the tip of the lobe produced by the use of the mattress sutures, has prevented notching in our cases. We recommend this technique as a simple means of managing a variety of pathologies within the central sebaceous gland-bearing part of the earlobe.
Introduction
Bone formation in the paranasal sinuses in the form of an osteoma is well known. Such a growth is commonly seen in the area of the frontoethmoid sinuses; only 5% of such cases occur in the maxillary sinuses.1 Osteogenesis that produces formation of bone other than an osteoma in the maxillary sinus has also been documented in association with sinus lift procedures for the placement of dental implants.
We present a case of osseous metaplasia that led to the formation of bone with a well-developed haversian system and bone marrow in the maxillary sinus following endoscopic sinus surgery. A systematic search of the literature did not reveal any similar case. We believe that this is the fi rst reported case of osseous metaplasia within the maxillary sinus that was triggered by endoscopic sinus surgery. We also describe the diagnostic and treatment challenges we faced.
Case report
A 47-year-old man fi rst presented to our Department of Otorhinolaryngology with a complaint of left-sided facial pain. The initial examination revealed the presence of a deviated nasal septum to the left. Magnetic resonance imaging (MRI) detected a retained tooth root and an expansile mass in the left maxillary antrum that was suggestive of a mucocele (fi gure 1). The patient underwent a left-sided middle meatal antrostomy and removal of the last two left-upper molars. He experienced no postoperative complications. Staphylococcus aureus was cultured from the left maxillary sinus contents, and the patient was treated accordingly.
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Surgical incisions heal best when skin edges are clean and not severely traumatized and when eversion is promoted during closure. Sharp scalpels are essen-tial for achieving clean edges; a microscalpe l can be a useful aid in this regard.
Defects created by Mohs micrograph ic surgery have edges that are not ideal for the promotion of good cosmetic closure. During this procedure, the surgeon excises skin lesions with the scalpel held at a 45° angle slanting into the lesion. The sides of the resultant speci-men are saucer-shap ed, which permits the side margin and the deep margin to assume a single plane for his-tologic evaluation. However, the edges of the resulting defect are beveled at an angle that does not promote eversion of the incision when closed.
Ideally, the edge of the defect created by the Mohs surgeon should be re-excised to reorient the angle of the skin edge. To cut effectively with a conventiona l #15 scalpel blade, the surgeon needs a taut surface, which is usually created by traction and countertrac tion pro-vided by the surgeon and the assistant. However, it is diffi cult to maintain countertrac tion on a wound edge while trying to minimize the amount of tissue to ex-cise. Tissue preservation is important to prevent com-promise of function, especially around sensitive areas such as eyelids and nostrils. Obviously, cosmesis is also improved by keeping the defect small.
To obviate the problems inherent in the closure of Mohs surgery defects, dermatolog ic surgeons can use a microscalpe l, which is commonly used in ophthalmo-logic surgery. Microscalpe ls are equipped with super-sharp blades that can easily penetrate the epidermis and dermis without the need for countertrac tion. The extremely thin microscalpe l blade makes it possible to remove a minimal amount of tissue at the edge of a wound and leave a clean cut.
According to the manufactur er, the microscalpe l blade is 0.004" thick, considerably thinner than stan-dard #15 and #11 blades, which are 0.015" thick. The microscalpe l blade with a 15° bevel (Surgistar Catalog #7516; Vista, Calif.) works well (fi gure 1).
The shaft of the scalpel is held slightly beyond per-pendicular, and the blade is moved in an up-and-dow n motion analogous to that of a jigsaw. This technique is useful in re-excising the edges of defects in areas of thick skin, such as the nasal tip, cheek, and forehead. The microscalpe l is also useful for creating small cuta- Figure 1 . The microscalpel (top) is seen next to a standard #11 blade.
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